Background A self-assessment tool was trialled to set a baseline for control of infection in general practice and to assess the nature and adequacy of infection control precautions in primary care settings with particular reference to minor surgery.
Introduction
There is currently little information available on infection risks from minor surgical procedures undertaken in general practice. Many factors are involved in the development of post surgical wound infection, including the type and site of surgery, length of time taken during operation, skin preparation, skill of the surgeon and patient risk factors. Although the majority of all wound infections are endogenous, that is from the patient's own flora, the main sources of exogenous infection.are from the air (skin scales) and from failure in aseptic technique or sterilization. 1 Several studies have been undertaken which suggest that there is a significant lack of understanding among practice staff about the risks of cross-infection 2 ' 3 and safe methods for the decontamination of instruments. 4 " 6 A Canadian study of 2540 out-patient day case surgical operations found an overall wound infection rate of 5.5 per cent, and the rate for clean procedures was 4.6 per cent. 7 Although many of the surgical procedures in the study are not currently performed in general practice, the findings illustrate that 'minor' surgery is not without risk to the patient. A more salutory example occurred in 1989 in New South Wales 8 when four women became infected with HTV during minor surgical procedures carried out in the consulting rooms of an experienced specialist surgeon. All four women underwent surgical removal of minor skin lesions on the same list as a male patient who was later identified as having been HTV positive at the time of operation. Investigators concluded that crossinfection probably occurred through inadequate decontamination methods. 8 Recent guidance issued by the NHS Executive (HSG(96)31) 9 requires Health Authorities to establish and operate new procedures for authorizing the provision of secondary care services (extended minor surgical procedures) in primary care settings and to ensure the safe and effective provision of those services. Examples of extended minor surgery include procedures such as excision of ganglia, removal and ligation of varicose veins, hormone replacement therapy (HRT) implants, caudal epidural and vasectomy (Table 1) . Prevention of cross-infection involves ensuring safe practice, but recent guidelines 10 give little detail of recommended minimum standards for premises, sterilization techniques or infection control for minor surgery.
Method
To assess the nature and adequacy of infection control precautions within surgeries a self-assessment tool for infection control in general practice was trialled in the District. This was a further development of an audit tool trialled elsewhere.'' A brief outline of the proposed trial was included in a flier sent out to all general practices in the county. Eleven out of a total of 114 general practices volunteered to be audited. Six of the volunteer practices were from urban areas and five served rural communities. One practice had two partners, five had three or four and the remainder six or seven. There were no singlehanded practices and two of the 11 were fundholders. The practices were well distributed across the county.
Each was visited and the audit criteria were discussed in detail with the practice nurse(s) and/or practice manager. This was followed by a visual inspection of the premises with particular emphasis on clinical areas. Following each visit, which lasted between two and three hours, a written report including recommendations was sent to each practice.
Results
It is acknowledged that results from any self-selected sample are not necessarily representative. Bias may arise because those who volunteer may have particular characteristics not found in those who do not. For example, these practices may have volunteered because they felt in need of advice with regard to their infection control practice. An additional source of bias could be the small sample size of 9.6 per cent. Nevertheless, overall findings were similar to those of studies previously reported in the literature. This paper will discuss those aspects of infection control which could have implications for safe practice during minor surgery (Table 2) .
Policy
Nine practices did not have a written policy for the control of infection and six had neither a policy nor guidelines for the management of an inoculation incident.
Equipment and facilities
Hand basins and sinks were fitted with hand-operated taps in some or all clinical areas in six premises. Bar soaps and terry hand towels were in use in seven and nine practices, respectively, and multi-use nail brushes were used in ten. Over half (six) of the surgeries visited were using waste bins without foot-operated lids in some/all of their clinical areas. With regard to protective clothing, plastic aprons were provided in only five premises and face masks and eye protection in two.
Most surgeries were found to carry out surgical procedures in the treatment room(s) with only two having a separate, dedicated room for minor surgery. The treatment and consulting rooms were found to be dusty and/or not damp-dusted daily in the majority of practices visited (nine). Just under half (five) did not have their sterilizing equipment regularly maintained on a planned programme.
Practice
Most surgeries (nine) did not use protective clothing, such as gloves, aprons and face masks, appropriately. Resheathed needles were observed in sharps disposal bins in five surgeries, and one or more bins were found to be overfilled in a similar number of premises.
In six surgeries instruments were washed before sterilization in a sink which was also used for hand washing. Temperature recordings of each sterilizer cycle were routinely recorded in only four practices and instruments were autoclaved either wrapped or in pouches in three. A similar number reported that items used in the vagina and cervix, such as ring pessaries or contraceptive diaphragms, were processed for re-use using chemical disinfection. Inappropriate decontamination methods were in use for heat labile items in ten practices, and certain single-use items were processed for re-use in nine.
Discussion
All health care professionals have legal obligations with regard to their patients and the people that they work with. (COSHH) regulations 13 include the control of pathogenic micro-organisms.
To comply with the requirements of this legislation it has long been recommended that every general practice should draw up an infection control policy for all staff to implement 14 and suggestions have been made as to what the policy might include. The purpose of such a policy is to ensure that required standards of practice for safe infection control precautions are made explicit, and requires instruction and training in its implementation. However, this survey found that only two practices had an agreed written policy for control of infection.
Safe handling and disposal of sharps is vital to reduce risk of exposure to bloodbome viruses. 13 ' 16 At least one or more bin was found to be overfilled and evidence of resheathing of needles was observed in just under half the practices visited. However, in the five practices where this occurred, resheathed needles were observed in one consulting room only, suggesting that the majority of staff followed current guidelines when disposing of syringes and needles. 14 Meticulous hand-hygiene is acknowledged to be the most important infection control activity, although research has repeatedly shown that compliance with hand washing amongst all grades of health-care personnel is generally poor. Elbow-or wrist-operated mixer taps reduce the risk of operator hand contamination but the majority of surgeries had hand-operated taps in some or all clinical areas. The use of pedal-operated bins decreases the risk of hand contamination when disposing of waste but just under half the practices provided this type of bin in every clinical area.
Bar soaps, terry towelling squares and multi-use nail brushes soon become contaminated with micro-organisms, particularly when stored wet between uses, and the use of liquid soap and paper towels is recommended, 1 ' 14 yet some or all were in use in the majority of participating surgeries. Use was confined to the doctors' consulting rooms, even though liquid soap and paper towels were also provided in the majority of cases, in all but two practices.
All blood and body fluids are potentially infectious and precautions are necessary to prevent exposure to them. 16 It was therefore of considerable concern to find that the only form of protective clothing routinely available was disposable gloves. Plastic aprons were rarely wom in the majority of practices and not provided at all in over half. Eye protection and face masks should be wom for any procedure where there is a risk of splash, spray or aerosol occurring, yet most surgeries did not have them available if needed. Although failure to wear necessary protective clothing is ultimately the responsibility of each individual, failure to provide it is in breach of the HAS AW Act and COSHH regulations.
Environmental cleanliness is of considerable importance with regard to control of infection. Dust contains large amounts of human skin scales, each covered with thousands of microorganisms, and dusty surfaces are a potential source of infection via staff hands. Treatment and consulting rooms were found to be dusty, and/or not damp-dusted daily, in over half of the practices. The cost of cleaning services was cited as the reason for this.
The decontamination of instruments and equipment was also an area of concern. Certain items manufactured as single-use only were commonly reprocessed, e.g. nebulizer and suction tubing, masks and mouth pieces, with nine practices attempting to decontaminate and re-use them. Reducing costs was cited as the reason for such practice. Health-care providers need to be aware that re-use of single-use items has legal, technical and economic implications for the reprocessor. 17 Seven surgeries washed equipment and instruments in a sink also used for hand washing. This can significantly increase the risk of hand and environmental contamination. Inappropriate decontamination of medium-risk items, i.e. diaphragms and ring pessaries, occurred in three practices. Chemical disinfection had been chosen because these items quickly perish when heat sterilized, thus increasing costs. All items used in the vagina and cervix should either be single-use disposable or disinfected by heat, and chemical disinfection should not be used. 18 Although, as a general rule, all high-and medium-risk items should be single-use or autoclavable, certain heat-labile, medium-risk items, e.g. auriscope earpieces and glass thermometers, may be disinfected by washing followed by soaking for 10 minutes in 70 per cent alcohol. 1 These items were found to be inappropriately decontaminated in nine practices.
Benchtop steam sterilizers, unless equipped with a vacuum air-extraction cycle, are designed for unwrapped instruments only.
14 However, three practices were found to process instruments wrapped or in pouches. Just under half the sterilizers were not being maintained in accordance with Health Technical Memorandum (HTM) 2010 19 to ensure safe and effective operation.
Under HTM 2010, managerial responsibilities include a log book giving details of examinations, tests, faults and modifications. Testing includes both daily process testing and weekly testing by the user, routine quarterly performance tests by a qualified test person and annual examination by a registered surveyor. The user should also note that the correct temperature of each processing cycle has been reached but this was not being monitored and recorded in many surgeries.
All the practices were involved in performing minor surgery but only two had a separate treatment or minor surgery room dedicated solely for this purpose. It can be argued that safe standards of infection control are more significant than venue with regard to quality of outcome from minor surgery.
Nevertheless, a dedicated room, separate from where dirty dressings are carried out, is likely to reduce the risk of crossinfection. It can also be argued that the facilities used for minor surgery should be, at the least, equal to those of a casualty or emergency room. However, there are no nationally agreed guidelines on minimum requirements and enormous variations in the quality of premises occur across the country. These differences arise from the varying demands of different Health Authorities and the capital available. 20 All the practice nurses interviewed during the trial were well-motivated and anxious to implement safe infection control standards. However, both they and the five practice managers involved expressed concern over the extra costs likely to be incurred by changes in practice. Two practice managers and two GPs expressed the view that some of the suggested improvements would not be affordable without extra funding.
Feedback from the practices following audit has been positive. Two have put recommendations into place and a third requested a further visit for infection control advice in the design and commissioning of an upgrade of die premises, to include a minor surgery suite. In addition, guidelines for infection control in general practice have been drawn up, based on the standards and criteria set out in the self-assessment audit tool, as a joint venture between the Clinical Audit Outcomes Group and the Practice Nurse Guidelines Group.
Conclusions
Preparation for minor surgery sessions should be as thorough as that undertaken in day surgery units. It should include ensuring a clean environment, use of appropriate protective clothing, provision of sterile instruments and meticulous hand hygiene. Despite the small number of general practices participating in this trial, our findings support those of other studies reported in the literature. These suggest that there is little room for complacency with regard to safe standards of infection control during minor surgery in general practice. As a result of this work, and in light of recent guidance, 10 the Health Authority has taken the following action:
(1) the adoption of minimum infection control standards in its requirements for applications to provide secondary care within general practice (Table 3) ; (2) monitoring these standards at subsequent surgery inspection visits; (3) encouraging self-assessment of infection control precautions in general practice; (4) auditing standards of infection control more widely through the Clinical Audit Advisory Group.
Under HSG(96)31 Health Authorities are advised to consider (1) whether equipment and facilities are suitable for the purpose and are subject to proper maintenance, decontamination and calibration as appropriate, and (2) whether quality standards are equal to those written into contracts placed with other providers for the same service. 9 To ensure this quality of service is provided in the primary care setting it would be helpful if minimum requirements for safe infection control during minor surgery were to be agreed nationally.
